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G 000 INITIAL COMMENTS G 000

 This was a federal home health recertification 

and complaint investigation survey.  

Complaint # IN00170790 - Unsubstantiated.  No 

Federal deficiencies were cited.

Survey dates:  February 8 through 12, 2016 

Facility Number: 007288

Medicaid Provider ID 200875060

Census:  264

              

Home visits 8

Clinical records reviewed 20

Home Health Care Solutions, LLC was found to 

be in compliance with the Conditions of 

Participation for Home Health Agencies 42 CFR 

484.
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